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A Message to Physicians & Subscribe ‘ 


Du: patients of Devitt's Camp unite in wishing all physicians 
and readers of this magazine a most Successful and Happy New Year: 

We who are afflicted with tuberculosis, make bold to send you a 
message—we urge you to redouble your efforts in the fight against 
tuberculosis in your community. Too much emphasis cannot be placed 
upon the prevention of this disease nor upon its early discovery. 
Medical science has devised means of determining the presence of 
tuberculosis not only in adults but particularly in children. Where 
there is the least doubt do not hesitate to use the roentgen ray. The 
early diagnosis may mean, perhaps, the patient's life. Much has been 
done—much more can be done. Your community needs your help 
and we know that you will rise to the occasion and give it unselfishly. 








Sincerely, 
The Patients of Devitt’s Camp. 


A Bappy Pew Bear 2 


R. K. CHILDERHOSE, M.D WILLIAM DEVITT, M.D.) 
J. S. PACKARD, M.D. Physician-in-Charge a 
Associate Physicians and Superintend 


NAS 
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CALIFORNIA SANATORIUN 


BELMONT a 
California : 


Located in the well-known sunny belt of the Peninsula, about thirty 
miles south of San Francisco. Large park, semi-tropical 
grounds, walks especially laid out for 
graduated exercises. 





Oy = 
Not too hot in summer, not too cold in winter. 
sy 
Two physicians on duty day and night. 
Te 
Graduate nurses. 


DR. MAX. L. ROTHSCHILD DR. HARRY C. WARE 
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WILLIAM DEVITT, President 
FEDERATION OF AMERICAN SANATORIA 


I want to extend to the members of the Federation of American Sana- 
toria my congratulations for the very wonderful progress that has been 
made by your organization. 

Starting with the meeting in Albuquerque on August 10, 1935, it was 
quite a problem to launch a new national medical society. The aim of the 
Association is such, however, that it appeals to all physicians. 1 feel that 
we have a great future. 

Some of us have realized for years, that if tuberculosis is to be elimin- 
ated, it must be done through the busy practitioner. We believe our organ- 
ization is the only one whose principal aim is to bring this about. Some 
people have felt there was no need for another medical society. It is true 
their name is legion. However, they are all interested in their own line of 
work. We believe, if we can keep up our present rate of progress for five 
years, we will have done much to bring tuberculosis under control. We must 
remember it is our problem. Surely, any disease which takes such a toll of 
lives between the ages of fifteen and thirty-five, should be a national problem. 

We feel it is not enough to educate the public; that we should go farther 
back and make an effort to bring before the physicians of the United States 
the important part they must play in this great work. 

This will be done by our Educational Committee, through medical meei- 
ings and through the Federation magazine DISEASES OF THE CHEST, which 
is already attracting much favorable attention. The editors of this publica- 
tion are making a strong effort to publish articles that are not ultra-scien- 
tific. I hear many favorable comments on their good work. 

It is planned to have each State bring before the bedside physician the 
importance of their cooperation. 

The Economic Committee is swinging into its stride; contacting indus- 
trial organizatians, emphasizing the importance of placing their employees 
under treatment at the earliest possible moment. 

All the other committees are getting under way, and by the time this 
goes to press, I am sure all will be functioning. 

Each of us must realize the importance of carrying our message. Il 
must cover the entire country until tuberculosis no longer is the dreaded 
menace. 

We would be glad to have any suggestions from any of our readers, 
looking forward to making the Federation of American Sanatoria of more 
Service, and the DISEASES OF THE CHEST a better magazine. 

The Federation extends to you all, many wishes for a better NEW YEAR. 
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The ‘Editorial Board of DIs- 
EASES OF THE CHEST also ex- 
tends the Season’s Greet- 
ings to all of our readers. We have 
resolved to continue what we believe an 
intelligent fight. against tuberculosis. We 
feel that by emphasizing especially, early 
diagnosis and the segregation of the open 
case, much can be accomplished. We have 
resolved to present in the pages of DIs- 
EASES OF THE CHEST, such simple read- 
able articles by distinguished Tubercu- 
losis Specialists that will be helpful to 
all physicians in the general practice of 
medicine. 


Season’s 
Greetings 


We have also resolved to concentrate 
our efforts in the campaign against tuber- 
culosis by offering such messages through 
the pages of this journal that will tend to 
keep the busy bed-side physician “Tuber- 
culosis Minded’. It is our opinion that 
many more cases of tuberculosis will be 
discovered early if our messages are put 
before the profession at large with an ap- 
peal for their co-operation in the effort to 
absolutely control the tuberculesis situa- 
tion. 

The Editorial Board welcomes at all 
times suggestions, case reports, articles 
and queries. Your Board needs your help 
in making DISEASES OF THE CHEST useful 
in its intended field. C.M.H. 


THE COUNCIL on 
Medical Education 
; and Hospitals of 
the American Medical Association is to 
be congratulated upon the special “Tu- 
berculosis,Number” of their journal. Our 
congratulations to the director of the sur- 
vey, Doctor Frijof H. Arestad, to the 
editor of the journal and to the staff of 
statisticians and field workers. 


This is the most exhaustive survey yet 
attempted in the tuberculosis field and it 
affords a real study to those of us who 
are in daily touch with tuberculosis prob- 
lems. The charts and the explanations ac- 
companying them, simplifies the task of 
comparing a large mass of figures and 
we can well understand that two years 
was required to collect, correlate and edit 


Congratulations 


Journal of A. M. A. 
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this massive amount of information. The 
editors of DISEASES OF THE CHEST yjjj 
discuss various phases of this Survey 
from time to time. 

We urge the readers of DISEAsEs op 
THE CHEST to get a copy of this very 
splendid “Tuberculosis Number’ of the 
Journal of the American Medical Associa. 
tion and to all of the organizations, aggpo. 
ciations, their officials and their staffs 
who in any way had a part in the com. 
pilation of this report, we say: “You may 
be proud of a task well done.” M.K. 


AFTER STUDYING the figures 
listed in the charts of the 
survey conducted by the 
Council on Medical Education and Hos- 
pitals of the American Medical Associa- 
tion Journal of December 7th, the “Tu- 
berculosis Number,” several interesting 
comparisons present themselves for dis- 
cusion. 

We find that in institutions supported 
by the tax-payers of this country, 1544 
full pay and 4678 part pay patients are 
being cared for, a total of 6222 patients. 
These same tax-supported institutions re- 
port a waiting list of 8365 patients. 

On the other side of the fence. we see 
a quite different picture. 

In the private sanatoria of this coun- 
try, we have a report of 4964 patients 
cared for free, 2863 who are able to pay 
for part care, a total of 7827 patients and 
3678 patients who are paying for full 
care. They also report 3788 vacant beds. 

Study these figures for a moment and 
permit us to ask several pertinent ques 
tions to you physicians who are still er 
gaged in the private practice of medicine. 

Why should tax-supported institutions 
accept pay patients and require indigent 
patients, who are in need of those beds 
to remain on a waiting list? 

Why should private sanatoria care for 
patients free, when municipal, county and 
state institutions are making a charge t 
the patient? 

Why not fill the 3788 vacant beds in 
the private sanatoria with the 4678 par 
tients who are able to pay in part or 


Facts and 
Figures 
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full, and who are now occupying beds in 
tax-supported institutions? Why not re- 
lease those beds to care for the open in- 
digent case of tuberculosis? 

Is it possible that the tax-supported, 
municipal, county and state santoria are 
practising private medicine and compell- 
ing the private sanatoria to take care of 
the indigent patients? 

The above statistics deserve the care- 
ful study and attention not only of every 
physician but of every tax-payer in this 
country. We cannot doubt the veracity of 
these figures compiled by Doctor Frijof 
H. Arestad, director of the survey. They 
prove that our present system of hos- 
pitalization insofar as tuberculosis is con- 
cerned, is neither just nor adequate. 

C.M.H. 


Collapse COLLAPSE THERAPY is attracting 
Therapy widespread attention from both 

the laity and the medical profes- 
sion at this time. 

Many general practitioners throughout 
the country are giving pneumothorax now 
and then to an occasional case of pulmo- 
nary tuberculosis; this being true, it might 
be wise to emphasize the contra-indica- 
tions and the unfavorable factors that 
should be recognized when this form of 
collapse therapy is contemplated. 


The most important contra-indications 
are: Marked pleural adhesions, which can 
usually be established by trial. Rigid walled 
cavities. These can seldom, if ever, be 
compressed. Massive involvement of both 
lungs. Little or no improvement could be 
expected. Old fibroid cases, markedly re- 
tracted. The procedure is useless in such 
cases. 

The unfavorable factors may be men- 
tioned as follows: First, unusually large 
cavities. Second, presence of serious tu- 
berculous complications. Third, presence 
of a markedly thickened pleura. Fourth, 
marked activity of the process on the bet- 
ter side. Fifth, elderly patients, over for- 
ty-five or fifty years of age. Sixth, mark- 
ed diminution of vital capacity. Seventh, 
organic heart disease. Eighth, high fever. 
Ninth, extreme emaciation. Tenth, very 
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.by way of a bronchi. 





acute process or a pneumonic process. 
Eleventh, the presence of asthma, emphy- 
sema, or silicosis. 


Pneumothorax is sometimes employed 
in non-tuberculous infections of the lungs; 
unfavorable factors to be considered in 
this instance would be: bilateral bronchi- 
ectasis, acute abscess of the lung, neo- 
plasm, silicosis, asthma, emphysema, dia- 
betis, unless controlled by diet and insulin. 

Pneumothorax has been employed in not 
a few cases of acute lobar pneumonia. The 
reports of cases are too few to give the 
proper evaluation at this time. 


I would like to emphasize that pneumo- 
thorax is positively dangerous in abscess 
of the lung and can only produce improve- 
ment when the abscess is openly drained 
C.M.H. 


THE SYMPTOMS attributal 
to the circulation observed 
in pulmonary tuberculosis 
are: acceleration of the pulse in the ab- 
sence of recognized cardiac lesion, changes 
in the heart itself including its dislocation, 
symptoms of resulting stasis, and, finally 
pulmonary hemorrhage. Increased rapid- 
ity of the pulse rate due to various causes 
may occur at any period during the 
course of the disease. It is often noted 
in the very early stages, even when other 
symptoms and physical signs are absent. 
The truth is that in many such instances 
the patient is already the subject of tu- 
bercle deposit, the evidences of this thus 
far having escaped detection. C.M.H. 


Circulatory 
Disturbances 





NEW YEAR RESOLUTIONS 


Resolved: to assist in the further decline 
of the death rate from tuberculosis. 


Resolved: to make earlier diagnosis of 
tuberculosis. 


Resolved: to insist on the segregation 
of the open case of tuberculosis. 


Resolved: to subscribe to the publication 
“DISEASES OF THE CHEST” so as to assist 
in carrying forward this program. M.K. 


ad 
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Treatment cf Syphilis 


Complicating Tuberculosis* 


IF ONE CANVASSES the 
literature dealing with 
coexistent syphilis and 
tuberculosis one is im- 
pressed by the discovery that those who 
may be presumed to know most about 
these two diseases are far from agree- 
ment regarding the principal medical fac- 
tors involved in concomitent infection, 
excepting only one, namely the fact that 
syphilis and tuberculosis do often compli- 
cate each other. Many statistics are avail- 
able showing the percentage of patients 
having both tuberculosis and syphilis and 
since both diseases are very chronic and 
very prevalent it is not surprising to find 
a high percentage of coexistence of these 
infections. Studies of syphilis complicat- 
ing tuberculosis and the figures given are 
usually the result of serological examina- 
tions of patients having tuberculosis. A 
few recent examples of such statistics are 
given in Table I, below: 


WALTER CLARKE, M. D., F.A.C.P.7 
New York, N. Y. 


opinion among tubercy. 
losis specialists for Guild 
and Nelson (7) in their 
study of 67 important 
tuberculosis sanatoria having more than 
20,000 patients found that 54 sanatoria 
made routine serological tests, while 12 
applied the test only “‘on indication.” This 
is a matter of some importance for as 
might be anticipated those institutions 
which applied the test routinely found 
four times as many cases of syphilis as 
did those in which the test was applied 
“on indication.” 

Since no one doubts that syphilis and 
tuberculosis often coexist it is appropriate 
to ask whether syphilis plays a part in 
the stiology of tuberculosis. That syphilo- 
graphers and tuberculosis specialists dif- 
fer among themselves is shown by the fol- 
lowing quotations from the writings of 
distinguished authorities. One _ syphilo- 
grapher states, “Tuberculosis is apt to be 





TABLE I. 


Number of Cases of 
Pulmonary Tuberculosis 


AUTHOR 


Percentage Having 
Concomitant Syphilis 





Chadwick White 
” Colored 
Barksdale 


‘é 


Gallant 


“é 


Giese and McGovern 

Habliston and McLane 

Horwitz 

Guild and Nelson White 

Colored 
Total 


White veterans 
Colored veterans 


3.3 
18.5 
2.2 


1,094 
237 

9,045 
563 12.6 

1,607 21.0 Wasserman 
358 15.0 Kahn 

1,154 8.6 

4,621 14.2 

1,460 8.3 

17,348 4.1 


2,933 21.0 


20,281 | Total 6.5 


— 





Even as to the necessity for making 
serological examinations of patients hav- 
ing tuberculosis there is no unanimity of 


*Read before the 
Philadelphia, April 29 


American College 
May 3, 1935. 


of Physicians at 


tin charge of medical and public health activities of the 


American Social Hygiene Association. 


~~ 


activated in the presence of syphilis.” 
Another mentions, “The fact syphilis pre 
disposes to tuberculosis.” Workers in the 
field of tuberculosis have the following 
to contribute, “Tuberculosis is particulat- 
ly liable to develop on luetic soil.” Another 
says, “At least we may infer that the 





1936 


presence of syphilis renders a patient 
more liable to the development of pulmon- 
ary tuberculosis.” Still another asserts 
that “Syphilis, malaria and diabetes are 
powerful systemic infections which leave 
a lowered resistance” to tuberculosis. But 
a British writer states that in his opinion 
syphilitic subjects are not especially sus- 
ceptible to tuberculosis ; and the summary 
of a recent American study states, “Our 
evidence suggests that syphilis does not 
predispose to tuberculosis.” 

Vagueness and uncertainties becloud 
the very natural question as to what ef- 
fect, if any, syphilis has upon the out- 
come of tuberculosis when these diseases 
coexist. Does syphilis make the prognosis 
more grave, less grave, or does it not af- 
fect the prognosis favorably or unfavor- 
ably? 

One leading syphiologist asserts, “The 
association of tuberculosis and syphilis 
seems in some intangible manner to be 
of favorable import or at least not mark- 
edly unfavorable for each disease. This 


relationship may be disturbed by treat- 


ment.” Another equally distinguished 
writer states, “These two chronic diseases 
act adversely upon each other as would 
be expected.’”’ While a third says, “In 
general the influence of intercurrent 
syphilis on tuberculosis is unfavorable.” 

A leading tuberculosis specialist points 
out that, “Beginning with Hunter many 
have maintained that there exists a cer- 
tain antagonism between these two dis- 
eases, “to the advantage of the patient.” 
Another equally distinguished specialist 
Says, “Syphilis coincident with tubercu- 
losis has shown a decidedly unfavorable 
influence on the tuberculosis in direct 
proportion to the extent and activity of 
the tuberculosis.” 

There is a difference of opinion as to 
whether syphilis complicating tuberculo- 
sis should be treated. One writer advises 
treatment of syphilis “in all cases where 
the tuberculosis is non-active;” another 
Says treat syphilis “only when it domi- 
nates the clinical picture;” while a third 
asserts that “it is obvious that treatment 
of the existing syphilis produces a mark- 
ed improvement in the tuberculosis.” 
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As a matter of practical fact Guild and 
Nelson found that one-third of all the 
tuberculous patients who have syphilis re- 
ceived no treatment whatever for their 
syphilis, and this difference is not based 
on varying stages of the two diseases con- 
cerned but upon differences in the prac- 
tices of various sanatoria. 

The burden of opinion seems to be that 
recent syphilis in the presence of active 
tuberculosis substantially darkens the 
prospects of survival, especially if no 
treatment or wrong treatment of syphilis 
is administered. But when we inquire 
what kind of treatment should be given 
we find ourselves in the worst dilemma of 
all, for syphilologists differ almost as 
greatly among themselves as do _ tuber- 
culosis specialists. 

The main drugs used in the treatment 
of syphilis are (a) the arsenicals, (b) bis- 
muth, (c) mercury, and (d) the iodides. 
Each has its proper and important place 
in the treatment of syphilis and the selec- 
tion of the drug will depend upon the 
stage of the disease and the clinical con- 
ditions of the patient in each individual 
case. Guild and Nelson found that some 
tuberculosis sanatoria use only arsphena- 
mine, others only heavy metals, and others 
both arsphenamine and heavy metals. If 
the medical directors of tuberculosis sana- 
toria seek guidance from the writers of 
books and articles dealing with the sub- 
ject of syphilis complicating tuberculosis, 
they will get but little assistance in de- 
ciding when to use arsphenamine, when 
heavy metals, and when iodides. Of a 
series of recent books and articles con- 
sulted with regard to the use of arsphen- 
amine in the treatment of syphilis com- 
plicating tuberculosis, some advised its 
use generally; others advised its use 
sometimes, and under specified condi- 
tions; and still others advised against its 
use in any case of co-existent syphilis and 
tuberculosis. One distinguished writer says 
that arsenicals are contra-indicated in 
tuberculosis. Another equally impressive 
authority reports no bad effects on tuber- 
culosis when the arsenicals are employed. 
A third says, “The sovereign therapy is 
arsenobenzol,” (arsphenamine), and 
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fourth says, “Great care must be used 
in the employment of the arsphenamines.” 
And a fifth warns that the use of “606 
or its analogues may be followed by 
disaster.” 

The contra-indications to specific thera- 
py are not sharply defined. Is hemopty- 
sis a definite contra-indication to the use 
of arsphenamine? “At the least rise of 
temperature or attack of hemoptysis the 
specific treatment is to be discontinued 
or restrained,” says one authority. ‘‘He- 
moptysis is no contra-indication,” says an- 
other. 

And how about bismuth and mercury? 
Is it advantageous to use them, and if so, 
under what conditions? More conflict is 
brought to light by a comparison of ex- 
pert opinion. Of the various writers whose 
views are recorded in recent literature 
we find some strongly favorable to bis- 
muth or mercury or both, and others who 
have little or no use for them. Thus one 
states, “Mercury and bismuth should sup- 
plement the arsenicals;’’ another remarks 
that, “Bismuth is safer than either ars- 
phenamine or mercury;” while several 
suggest the use of bismuth for the initia- 
tion of treatment. 

If we hope to find harmony with re- 
gard to the use of the iodides in the treat- 
ment of syphilis complicating tubercu- 
losis, we shall again meet with disappoint- 
ment. A well known syphiolologist says, 
“The only contra-indications to the use 
of the iodides are in tuberculosis especi- 
ally with pulmonary involvement and in 
goitre whether simple or toxic.” A writer 
on tuberculosis says flatly, “The iodides 
should not be,used.” A European writer, 
on the other hand, was able to say, ‘Most 
of the investigators recommend potas- 
sium iodide and arsenobenzol. In general, 
iodide is looked upon as the milder, and 
its effect especially in the later stages is 
held to be better than that of other 
drugs.”” An American syphilologist says, 
“The iodides should be used in small doses 
and only with caution,” while an Amer- 
ican tuberculosis specialist states, ‘““‘There 
is no need to withold intensive anti-sy- 
philitic treatment including iodides in 
cases of active pulmonary tuberculosis.” 


10 
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If, in our search for guidance ag to 
the treatment of syphilis complicating 
tuberculosis, we are not already suffj- 
ciently confused, the finishing touches 
will be added when we consider dosage. 
Guild and Nelson found that of the 27 
sanatoria reporting the dosage of neo- 
arsphenamine administered, ten gave 
small doses (from .2 to .4 G.); sixteen 
gave doses of average size (from .45 to 
.6 G.) ; and one gave large doses (.9 G.) 

Such diversity of practice is only a re- 
flection of the confusion we find in the 
literature. One writer says, “The dosage 
of the arsenicals when employed in com- 
bined syphilis and tuberculosis should be 
reduced to one-half or one-third of the 
usual dosage, “while another, speaking of 
syphilis in the cirrhotic forms of pulmon- 
ary tuberculosis, says “‘Larger doses of 
arsenicals should be used at first since 
fibrous cases of pulmonary tuberculosis 
react more markedly to small doses than 
they do to larger doses.” A well known 
syphilologist states, ““One must avoid large 
doses of the arsenobenzenes and indeed 
large doses of all the antileutic remedies 
for these lower resisting power whereas 
small doses increase the defensive reac- 
tions of the body.” A writer on tuber- 
culosis advises, “Relatively large doses of 
arsenicals,” and in his reported work 
varied the dose from .3 to .9 G. 

One thing seems certain, not all of these 
methods can be optimum methods. Some 
must be better than others—some may 
even be harmful. In my study of this 
problem I have been impressed by the 
evidence that the syphiolologists are more 
cautious in the treatment of syphilis in 
tuberculosis patients than the tuberculo- 
sis specialists appear to be, an observa- 
tion which seems to me to have consider- 
able significance. 

When we consider the many and serious 
differences of opinion and practices, of 
which I have mentioned only a few ex- 
amples, we are led to seek an explanation. 
I suggest two—first the complexity of the 
problem, and second the fact, as it seems 
to me, that the problem has not yet been 


(Continued to page 21) 
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Tuberculosis in Childhood 


LAY ASIDE your stetho- 
scope! 

This bit of advice is of- 
fered as a desirable pre- 
liminary in the search for tuberculosis in 
children. Important as auscultation may 
be in recognition and study of tubercu- 
losis in the adult, this procedure is of lit- 
tle or no help when dealing with the prob- 
lem of tuberculosis in babies and young- 
sters. 

The relatively small number of cases 
of active pulmonary tuberculosis in chil- 
dren seen in either pediatric or general 
practice is in sharp contrast to the sur- 
prising prevalence of the disease in other 
forms among juveniles. 

Primary tuberculosis manifesting itself 
as the initial pulmonary focus (often re- 
ferred to as the Gohn lesion) in combi- 
nation with the associated tracheo-bron- 
chial lymph node involvement creates a 
picture much too prevalent, and one which 
is often not recognized clinically. 


Peritoneal forms of tuberculosis as well 
as the bone and joint cases and those in- 
volving the cervical lymph nodes are the 
usual types of tuberculosis attributed to 
the bovine strain of the tubercle bacillus. 


Improved control in selecting milk cows 
and maintaining herds free from tuber- 
culosis, together with the adoption of san- 
itary measures in the matter of handling 
dairy products have been important steps 
in the reduction of the incidence of bo- 
vine tuberculosis. 


As rapidly as the general public ac- 
cepts the advice of public health author- 
ities in regard to the value of using only 
milk and dairy products properly pas- 
teurized or cooked, there will be further 
marked decrease in cases of bovine origin. 

The present day problems of tubercu- 
losis in children include: (1) Recognition 
of primary tuberculosis; (2) Protection 
of these cases and all other children from 
exposure to open cases, wherever they 
may be; (3) Application of knowledge re- 
garding prevention of bovine tuberculo- 
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sis; (4) Adequate treat- 
ment of the child, sick with 
any form of tuberculosis; 
. (5) Supervised use of the 
B.C. G. vaccine as soon as competent 
health authorities have demonstrated its 
use to be safe and effective; (6) Exten- 
sion of the program of education regard- 
ing tuberculosis. 

The diagnosis of primary tuberculosis 
rests upon finding a positive tuberculin 
reaction, or the characteristic x-ray pic- 
ture, or both. Generally these occur to- 
gether and the diagnosis is further aided 
by the history of exposure. Clinical symp- 
toms and signs are not sufficiently char- 
acteristic or constant to be of much value. 

It is reasonable to say that routine test- 
ing of all children with tuberculin is high- 
ly desirable. Certainly the child with ob- 
scure symptoms, with subnormal devel- 
opment, and with known or suspected ex- 
posure to tuberculosis, should receive the 
benefit of the use of the test as part of a 
routine examination. 

All positive reactors should have an x- 
ray made of the chest and this procedure 
should often be made in suspicious cases 
despite a negative skin reaction to tuber- 
culin. In the x-ray the initial lesion may 
be demonstrated occasionally as the Gohn 
tubercle and will be consistently recog- 
nizable in the hilus changes either with 
or without calcification. This latter 
change is an indication of elapsed time 
of varying extent since the initial infec- 
tion. 

Every recognized case of primary tu 
berculosis in the lung implies a contact 
with an active case of pulmonary tuber- 
culosis and requires thorough investiga- 
tion in an effort to locate the source of 
the exposure. This case finding is one of 
the most important factors in tuberculo- 
sis control. It is in reality detective work 
that may tax the ingenuity of doctor, 
nurse or social worker. 

Parents, relatives or others included in 
the circle of contacts in the home must 
come under suspicion, when an infected 
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child has been found. Teachers in school, 
other pupils, playmates and finally a 
large number of intimate contacts outside 
the family or school must be considered 
in the search. 

Increasing interest is being taken by 
school boards to establish the fact that 
teachers they employ are free from tu- 
berculosis in infectious form. The inti- 
mate contact between teacher and pupil 
has resulted in a surprising number of 
cases in children, where the teachers’ in- 
fection had not been recognized. 


Considerable doubt exists as to the 
ability of one individual with primary 
tuberculosis to infect others. It is improb- 
able that this is a source of real danger. 
The children with adult type of tubercu- 
losis superimposed upon their primary in- 
fection are few in number and while as 
dangerous to others as adults iy the same 
stage of the disease, are usually soon ill 
enough to be out of contact with larger 
groups of children. As has been mentioned 
previously, it is fortunate that a large 
percentage of children with primary tu- 
berculosis are able to carry out their nor- 
mal routine of living without clinical evi- 
dence of the infection. They do this with- 
out particular danger to themselves. 


As adolescence is approached the inci- 
dence of primary infection is surprisingly 
high and it is at this age that extreme 
caution must be exercised to prevent low- 
ering of resistance and contact with open 
cases. It is the reinfections of this period 
that are responsible for the large number 
of cases seen. in the young men and to a 
greater extent, the young women of to- 
day. The highest mortality from pulmon- 
ary tuberculosis is found among these 
relatively young individuals. 

The uninfected child should be protect- 
ed as completely as possible and this 
often makes desirable removal from a 
home that is a potential source of infec- 
tion. The difficulty of accomplishing the 
desired end in this situation is often di- 
rectly traceable to inability to adjust the 
economic status of the family. 

To the same cause may be laid the ex- 
planation for failure to get optimum re- 
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sults of treatment of recognized cages. 
Prompt and sufficient attention to the 
bone and joint cases is not always po3 
sible and deformity and crippling that 
could have been prevented is far too pre. 
valent. 


Much educational work must be done 
to acquaint the general public with the 
available accurate knowledge about the 
disease tuberculosis. Much superstition 
and misinformation must be offset by 
simple direct teaching of the principles 
underlying control of the disease. 


Disregard of simple rules of hygienic 
living is responsible for many of the 
original infections. These rules can be 
taught more readily to youngsters than 
to their elders. 


Tuberculophobia must be replaced by 
a sensible cautious attitude and periodic 
health examinations should be _ encour- 
aged, not so much with the expressed 
hope that cases will be found more 
promptly, but with thought that in these 
sensible procedures may be found the 
way to prevention. 

Far too little concern attaches to the 
occasional and often brief contacts of 
young children with sick persons. The 
prevalence of the pernicious habits of per- 
sons outside the immediate family kissing 
babies and adorable youngsters is a de 
finite indication of the ability of the aver- 
age adult to balance their sentiment and 
common sense. 


A possible hope for the future is con- 
tained in work now being done to prove 
the efficacy of a means of preventing 
tuberculosis in infants and children. In 
France one-fifth of all newborn babies 
are receiving preventive innoculation 
with a vaccine referred to as B.C.G. 
Those physicians who are using this 
material in France as well as skilled 
scientific investigators in Canada and our 
own country are most enthusiastic about 
the results so far obtained by use of the 
vaccine in carefully controlled groups of 
cases. They predict general acceptance of 
the procedure in the not distance future 
and entertain high hopes of an important 

' (Continued to page 28) 
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The Early Diagnosis of 
Pulmonary Tuberculosis 


THE SUBJECT of the 
diagnosis of active pul- 
monary tuberculosis has 
been presented repeatedly 
for many years and the general practi- 
tioner has been criticized with varying 
degrees of severity for failure to make 
such diagnosis earlier. Hippocrates has 
been dragged in by his venerable ears 
with his apt remark on the difficulty of 
the recognition and the ease of the cure 
of phthisis in the early stage and the 
reverse in the late stage. The failure of 
physicians of the older generation to real- 
ize the significance of symptoms and signs 
of minimal and moderately advanced in- 
volvement is not entirely their own fault. 
It dates back to the discovery of the bacil- 
lus, with the consequent segregation of 
patients in special institutions, often at 
considerable distance from teaching cen- 
ters. 

Well do I remember, as a student, the 
few extra-mural ward-classes attended in 
the prison-like structure which was the 
last refuge of the city’s defeated army of 
poverty and disease. I took a long breath 
before entering its forbidding doors and 
tried to breathe as little as possible as I 
penetrated its densely malodorous atmos- 
phere. We were asked to gather around 
the beds of the dying and listen to am- 
phoric breathing and cracked-pot sounds! 
[ held back, lingering near the window, 
feeling too ill to be attentive and wishing 
my stethoscope were two yards long! The 
resuit was that as an interne in a hospital, 
which like the majority, strictly excluded 
cases of tuberculosis, I was harshly re- 
primanded for failure to recognize and 
refuse admission to such cases. This ex- 
perience was so humiliating that I deter- 
mined at the end of my service to learn 


something about this ubiquitous and 
treacherous disease on my own account. 
Accordingly, I joined the staff of a chest 
clinic, where for years were seen, chiefly, 
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advanced cases, most of 
which had become hope- 
less because of delay. On 
asking that most impor- 
tant question “when were you last per- 
fectly well” the reply was frequently “so 
long ago I don’t remember’. When asked 
as to the first symptom, that of fatigue 
easily led the list. I have found this true 
throughout the twenty-seven years that 
have followed, in state, federal and private 
work. “That tired feeling’ from which 
the sufferer thinks he will soon recover 
or that it may be due to his work or his 
habits but to which he gradually becomes 
accustomed and pays less attention until 
other symptoms appear, is by far the 
“chief complaint”. Of course it has be- 
come a by-word with our advertisers who 
profit by it and add to it by their bill- 
boards and radio and it may be a symptom 
of the great American neurasthenia or the 
great American indigestion, but they in 
turn are often symptoms of tuberculosis. 
Weir Mitchell’s famous “rest cure’ of 
forty years ago, doubtless checked in it’s 
incipiency many a case of tuberculosis. All 
three conditions, together or separately, 
are the result of what Mr. Dooley, the Will 
Rogers of the other Roosevelt regime, 
termed our “strenouselous life’. 

Once I heard an amusing discussion, 
which fortunately took the place of a game 
of bridge between a neurologist, a lung 
specialist and a cardiologist. The last, 
being from Virginia did most of the talk- 
ing, in the delightful mildly bantering 
manner of the experienced raconteur. He 
said, “‘a tired business man or a worn out 
society dame comes to see us. If they waik 
into Barlow’s trap here, they are sure to 
be full of rales, if they see Bledsoe over 
there, they will be the victims of nervous 
prostration. If they drift toward a sur- 
geon or a _ gastroenterologist, why of 
course it’s visceroptosis, while if they 
come my way I am very likely to find an 
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interesting murmur, which may be sys- 
tolic or pre-systolic! Fortunately for them, 
however, regardless of the diagnosis we 
all do the same thing—we insist on rest— 
we put them to bed, preferably in a quiet, 
pleasant place away from the irritations 
of home and friends and business. After 
three months, six months, a year, what 
has happened? The rales or murmus are 
gone, the nerves have regained their tone, 
the digestive functions have been restored! 

“Associated closely with fatigue, really a 
part of it, is weakness. There is an actual 
loss of the power to do accustomed work. 
This is mental as well as physical. Slight 
tasks are dreaded and performed only 
with increased efforts, even the involun- 
tary work of digestion, circulation and 
respiration are affected. Loss of appetite 
and loss of weight are consequences fre- 
quently accompanied by some abdominal 
distress. The results of the mental fatigue 
are irritability and insomnia. Pallor and 
on exertion, dyspnea, develop with impair- 
ment of the vascular system. The menses 
become scant or fail. All this may happen 
before cough appears. 

“Cough,” after it has become persistent is 
the symptom which usually brings the pa- 
tient to the physician, but even it may be 
disregarded with the general, immoderate 
use of cigarettes and the frequency of the 
common cold. It is slight and dry at first 
and the patient may not notice it for a 
time, thinking he is merely “clearing” his 
throat. Later sputum appears (usually 
mucoid and negative for tubercle bacilli) 
which in turn may be neglected, unless it 
is blood streaked. The cough and expec- 
toration appears characteristically upon 
waking in the morning or for a little 
while after retiring, often during or short- 
ly after a meal. All authorities stress the 
suspicious significance of such symptoms 
continuing beyond six weeks. Hemoptysis 
is a “lucky break” if it comes sufficiently 
early, as it hurries the patient to the doc- 
tor or the doctor td the patient. This 
golden opportunity, however, is sometimes 
missed by our natural dislike of facing un- 
pleasant facts and too often the patient is 
falsely reassured that the blood did not 
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come from the lungs. Cabot’s words should 
be remembered here “The spitting of pure 
blood in any considerable quantity Means 
pulmonary tuberculosis in the vast ma. 
jority of cases, no matter what other 
symptoms are or are not present. The com. 
monest mistake is the assumption that it 
is not tuberculosis in origin merely be. 
cause the lungs show no abnormal Signs 
and the patient feels perfectly well.” 

Fever arises as the activity of the dis. 
ease advances but is usually slight at 
first, occuring in the afternoon or early 
evening and increased by exercise or ex. 
citment. Text-books written ten years be- 
fore the World War and influenza pande- 
mic, insisted on a five minute registration 
of the thermometer. Ever since the ex- 
haustion of the stock of such instruments 
at that time and their subsequent sale be- 
fore proper ageing (formerly two years) 
there has been difficulty with even the 
best thermometers, so that the original in- 
junction is more important than ever and 
the time might be doubled in all doubtful 
cases, particularly, as the patient may be 
entirely unconscious of the presence of 
slight fever. He may feel better during 
his elevation of temperature, more in- 
clined to mental activity, a contrast to the 
morning when he usually feels tired and 
suffers from the depression of a subnor- 
mal temperature. During the fever the pa- 
tient’s cheeks may be flushed and his eyes 
bright, with dilated pupils which may be 
unilateral, corresponding to the side of the 
involvement. It is common for the pulse 
to be rapid before the fever appears. It 
also continues it’s acceleration after the 
latter subsides. While night sweats are 
not likely to occur until later, there is a 
tendency to perspire easily, even without 
exertion. Pain in the chest may be simply 
a slight soreness, a burning sensation or 
a dull ache usually behind one border or 
the other of the sternum or in the region 
of the apex, shoulder, or between or below 
the scapulae. 


Hoarseness is common and may be the 
result of coughing or an expression of 
fatigue. The quality of the voice has con- 


(Continued to page 26) 
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Advances Made in the 


Control of Tuberculosis 


GREAT CHANGES have 
come about regarding that 
disease once known as 
“eonsuming disease” Con- 
sumption; the Great White Plague of 
European history or tuberculosis as we 
know and speak of it to-day. More parti- 
cularly these changes have been brought 
about in the last decade or even in the 
last two or three years, although there is 
difficulty in the appreciation of current 
changes because of a lack of proper per- 
spective to evaluate them. 

One of the most encouraging and out- 
standing phenomenon in the whole field 
of tuberculosis is the decline in the tuber- 
culosis death rate from 200 per 100,000 
population in 1900 to 69.2 per 100,000 in 
1929 and in the continuation of this de- 
cline. The fact that this phenomenon is 
almost world wide, Japan being the ex- 
ception, is of further interest, concurring 
in most civilized nations today. Then, too, 
there is the diminishing number of people 
with recognizable tuberculosis, which can 
be estimated as six to ten times the num- 
ber of deaths from tuberculosis occurring 
in a locality. 

What has contributed to this result? 
How has it been accomplished? Not by 
any one agency, not by the doctors alone; 
but by the efforts of all agencies, doctors, 
nurses, social workers, philanthropists, 
public health and insurance officials, na- 
tional and local tuberculosis societies, the 
sale of seals and stamps and by the aid 
of state, county and municipal govern- 
ments. How? 

BY: 

1. The education of the public in re- 
gards to tuberculosis, its control, arrest- 
ment, prevention and to the fact thai it 
is a curable disease. 

2. Its detection by the examination in 
grammar, high school and Universities. 
Its early diagnosis and the lessened inter- 
val between its diagnosis and the segrega- 
tion and beginning of treatment. 
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3. Sanatorium care with 
improved methods in secur- 
ing and augmenting that 
fundamental necessity, lung 
rest; by surgical procedures which are, in 
fact, essentially mechanical means of aug- 
menting lung rest over and above what it 
is possible to secure by bed rest alone. 

4. Post sanatorium care: Rehabilita- 
tion, segregation of germ carriers, social 
and financial adjustments for the employ- 
ment of the subnormal individuals. 

5. Our engineers, architects and na- 
tional and local housing committees, by 
the eradication of slums, tenement areas, 
the housing of our denser population in 
modern well ventilated buildings with 
modern plumbing and sanitary means ol 
disposal waste. 

6. Our pure food laws, inspection of 
cattle, and eradication of tuberculous 
COWS. 

The education of the public by health 
officials, educators, social workers and by 
the staffs of sanatoria throughout the 
nation and the dissemination by the pa- 
tients of our sanatoria have done much 
in banishing the thought that tuberculo- 
sis is an incurable disease. 

It has taught them the importance of 
the segregation of the active sick, that 
tuberculosis is a communicable disease, 
that every case of tuberculosis comes from 
another case, that it is not hereditary and 
there is doubt even of any hereditable dis- 
position to acquire the disease by mem- 
bers of a family. The fact that it has been 
known as a family disease, and rightfully 
so, is due to other reasons. The members 
of a family are in closer and more inti- 
mate contact for longer periods of time, 
facilitating the infection of its members. 
This is not apparent, due to the long inter- 
val between infection and the evidence of 
the active disease. The public has come to 
realize its infectiousness and the means 
of prevention. are becoming more ap- 
parent, also its curability by early and 
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prompt placement of thé patient under 
suitable care. 

Detection: Much has been done since 
1882 when Dr. Koch discovered the tuber- 
culosis bacilli and 1891 when he prepared 
the first tuberculin “Old Tuberculin”. Old 
tuberculin was first used as a treatment of 
tuberculosis; but a greater use of it has 
been as a means of detecting those who 
have been infected by the tubercle bacilli, 
known as the tuberculin test for tuberculo- 
sis. Several methods have been in use, 
Von Pirquet, a scratch skin test, Mords 
ointment test, Calmette’s opthalmic reac- 
tion test, and the Mantoux an intra dermal 
test, which is used by the majority in the 
tuberculin testing of today. 

Nothing much was done in the way of 
ferreting out cases of tuberculosis on a 
large scale until late years, more parti- 
cularly since 1920. The earliest results of 
testing gave evidence of wide spread in- 
fection, particularly in our large cities and 
areas of densest population, the incidence 
varying from 60% to 90% positives, which 
gave rise to the so frequently heard 
phrase, that all of us are infected at some 
time in our lives—a statement much more 
true then than now. Testing our graded 
junior, senior high school and University 
students in different areas reveals in most 
parts a much decreased percentage of 
positive reactors. A survey shows Phila- 
delphia University students and Yale 
freshman students showing 85% to 65%, 
the middle west, Wisconsin, 35%, Cal- 
ifornia 32%, Idaho and the other Rocky 
Mountain states low, as would be ex- 
pected because of the scattered popula- 
tion. A survey of an entire village in Min- 
nesota was reported as 3%. A recent sur- 
vey of Santa Barbara 7% and Los Angeles 
Junior and Senior High Schools 17% of 
positive reactors. 

To determine the necessity of treat- 
ment the positive reactors must be ex- 
amined by the aid of x-ray films as well 
as by physical examination to obtain evi- 
dence of tuberculous pathology and dis- 
ease, all cases of tuberculosis should, un- 
less healed, receive immediate considera- 
tion for treatment. Not in all cases of 
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childhood type is it necessary to institut, 
other treatment than finding and rempy. 
ing, particularly the child, from the soure 
of infection. This is most important. Pogj. 
tive reactors only in 5% of instances shoy 
demonstrable lesions of tuberculosis ang 
of this group only about 1% will nee 
sanatorium care or its equivalent. Sputum 
and x-ray examination will cinch many 
a suspicion, eliminate a possible delay, 
which may mean saving many lives. 

Tuberculosis once discovered and not 
healed, should be placed under suitable 
treatment immediately, so that further 
infections of others may be avoided; also, 
that the disease in the lungs may be 
brought under control as early as possible 
to avoid the infection of the other organs 
and complications. This can be a accom- 
plished in the majority of cases in the 
early stages of the disease by means of 
lung rest; lung rest is bed rest augmented 
by collapse therapy, such as phrenic nerve 
interruptions and its ensuing relaxation 
of the lung following the paralysis of half 
of the diaphragm, either temporarily or 
permanently, as desired, by pneumo- 
thorax, the instillation of air into the pleu- 
ral space, as a cushion or splint, that the 
lung may be quiet in partial collapse and 
later, after healing has taken place, can 
again be allowed to re-expand; also by 
replacing the air with oil, known as oleo 
thorax, and by combinations of the above 
procedures. Where the results from these 
treatments are unsatisfactory, thoraco- 
plasty may be of avail. This is the re 
moval of the ribs on the affected side, thus 
allowing the chest wall to fall in on the 
lung. 

These procedures shorten the sanate 
rium stay and in addition furnish 2 
greater assurance of permanent arrest- 
ment of the disease. Already the panora- 
ma in our sanatorium has shown a change 
for the better. Fewer distressingly sick 
ones meet the eye since there are fewer 
complications. 

As regard rehabilitation: Much interest 
is being shown in the post-sanatorium 
care of the tuberculous patient all over 

(Continued to page 20) 
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Tuberculosis Among the 
Southern Negroes 


TUBERCULOSIS in the 
Southern Negro is no dif- 
ferent from tuberculosis in 
the Negro elsewhere. How- 
ever, in the South he presents a grave 
problem for the tuberculosis worker. I 
think it can be safely said that no material 
lowering of the number of tubercular in- 
fected individuals can be obtained until 
more is done to find early cases of tuber- 
culosis among the Negroes. By early cases, 
I mean they must be found and the Negro 
isolated before his sputum becomes posi- 
tive. So far this is not being done very 
often. I believe it is more important to iso- 
late positive cases of tuberculosis among 
Negroes than the white cases. What we 
need then, is more beds for the Negroes 
and especially do we need room in our 
county and state institutions for taking 
care of Negro children with their first in- 
fection. 

To protect ourselves, we should stress 
more and more the importance of hospital- 
ization of the Negro with tuberculosis. The 
Negro is most intimately in contact with 
the white man in the South. He is in our 
homes, our stores and our shops, working 
oftentimes close to us. He depends upon 
us for his very existence. The Negro is 
not noted for his personal hygiene. He is 
careless about his habits and about his 
person. His diseases are all too often our 
diseases. Many a child has contracted tu- 
berculosis from a servant in a home. In 
looking over the histories of the patients 
admitted to our sanatorium we find that 
the occupation of the Negro women is 
largely that of domestic servant. Every 
home in which these patients worked is 
potentially, if not actively, infected with 
tuberculosis. 

Why is it that we have this condition? 
Why doesn’t the doctor of the patient stop 
him fron: working? Why does he not make 
it known to the family that this servant 
has tuberculosis? The answer is very sim- 
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ple. No one knows it until 
it is too late to do anything 
about it. All too often it is 
not known until a great 
deal of damage is done. Tuberculosis in 
Negroes quite often takes a very decep- 
tive role, and fools everyone. A perfectly 
healthy Negro may go home from work 
one day and have a chill that night and 
be desperately sick the next morning with 
tuberculosis. Of course, he does not get the 
infection on the way hoine, but the infec- 
tion has been dormant in the lungs for 
some time or, if active at all, very mildly 
so, causing no symptoms that would be 
noticeable to the Negro. He may or may 
not have had a slight cough, he probably 
has lost a little weight and has not felt 
quite as active as he does normally. About 
all that can be noticed in him is that he 
is a little more sleepy than usual, and not 
as good a servant as he was, but you will 
not think he is sick and he certainly will 
not think so himself. At the time of the 
acute illness, a doctor will see him and he 
will find him sitting up in front of a fire 
with a temperature of 101 to 103 degrees, 
and about all he will complain of is a bad 
cold. If he is examined at this time, he 
may or may not have evidence of pathol- 
ogy in his chest from physical examina- 
tion. If he does have, it will probably be 
diagnosed as bronchitis, and he will be 
given some cough remedy and told to see 
the doctor in a few days if he does not 
get well. That will perhaps be the last 
time this doctor will see him. The Negro 
then begins his rounds. He will not get 
well and will go from doctor to doctor and 
take quack remedies until he can get no 
more or until he is unable to get about. 
Then, and only then, will he be diagnosed 
as tubercular and some effort made to get 
him into an institution. He has been going 
around, for months perhaps, probably back 
at work part of the time, and has been 
expectorating large numbers of tubercle 
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bacilli all over the town. At this time, every 
effort is made to place him in an institu- 
tion where about all that can be done for 
him is to give him a place to die in mod- 
erate comfort. 

From the above it would seem that the 
physician who first saw the Negro is re- 
sponsible. This is only partially true. The 
doctor should feel his responsibility to his 
patient and his obligation to society. Phy- 
sicians are making more examinations and 
doing more towards eradicating this dis- 
ease than they have ever done before. But 
they work re nd a tremendous handicap. 
They do not have the clinical facilities that 
they need to make a diagnosis at the bed- 
side and the Negro is not financially able 
to pay for them. The doctor sees the Ne- 
gro in a hut and all he has with which to 
make an examination is his stethoscope, 
and only too often no physical findings 
are elicited in early cases of tuberculosis. 
There is one thing that he can do, and 
should do more often; have the sputum ex- 
amined. If the doctor cannot do it himself, 
he can send it to the State Laboratories 
and have it done free of charge. If he is 
in a city where more damage is being 
done than anywhere else, he can usually 
send the patient to the city hospital for 
an x-ray examination. If the Negro has 
tuberculosis, he should make some effort 
to isolate the patient, either by placing 
him in an institution or by seeing that he 
remains in bed at home, in a room to him- 
self and that he is instructed along the 
proper sanitary lines. He should take it 
upon himself to see if there are other 
cases of tuberculosis in the family. It is 
true that he would get very little, if any, 
compensation for his work and he may not 
have the time to do this as he should, but 
usually there is some young physician who 
is only too anxious to get work of any kind 
in the town. Why not turn this case over 
to him and let him work with the family 
and take care of the patient until some- 
thing can be done? Everyone in the family 
should have a tuberculin test and those 
with positive reaction should be’ x-rayed. 

The Negro’s attitude toward sickness 
should be mentioned. He never thinks of 
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himself as being sick as long as he is able 
to move on his own strength. He may 
have a very bad cough, expectorate large 
amounts of sputum, and have a very poor 
appetite, but as long as he can walk 
around he thinks he only has a cold. He 
will try all kinds of remedies and harp on 
the fact that he has no appetite and that 
if he could just eat he would be all right, 
He naturally does not realize the serious. 
ness of his condition. If the doctor hap. 
pens to find one of this type and suggests 
that he needs hospitalization or should 
stay in bed, the patient becomes fright- 
ened and is possibly never seen again. He 
has a mortal fear of hospitals until he is 
so far gone that he cannot help himself, 
He has a just reason to fear a hospital or 
an institution of any kind for all of his 
friends who have gone to such places sel- 
dom, if ever, come out alive. However, if 
once you can gain the confidence of your 
patient, he will do all in his power to get 
well, provided you have him under close 
supervision. 

This brings up the treatment of tuber- 
culosis in Negroes. As stated above, the 
majority of cases seen are acute exudative 
types of infection and they do not respond 
to ordinary routine treatment as well as 
the white man does. Surgery does not of- 
fer so much. They respond only fairly 
well to it. If the case is seen early and 
some method of collapse therapy can be 
instituted, good results may be obtained. 
The Negro has very few facilities for 
taking care of himself at home and should 
remain in an institution until he is able 
to go back to work as a laborer. We are 
only too prone to dismiss them from the 
sanatorium and tell them to find some 
light work to do. This is impossible for 
the greater part of Negroes. They have 
to work under adverse conditions and live 
in poor surroundings. In treating the 
Negro, if the doctor expects to get results. 
he should treat him vigorously and early. 
Then the patient be required to remain in 
an institution for a number of years be 
fore trying to make a living for himself. 

Most of our institutions are not pre 

(Continued to page 28) 
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Group Insurance for 


The Tuberculous 


FoR THIRTY YEARS great 
corporations of industry and 
other organizations employ- 
ing or representing great 
bodies of men and women have taken 


El Paso, 


interest in their health and _ physical 
welfare. The practical application of 
this interest makes one of the most 


gratifying chapters of evolutionary de- 
velopment in both the histories of indus- 
try and medicine. The first manifestation 
of this interest was—first aid to the in- 
jured, closely followed by hospitalization 
and care of the injured until they were 
restored. Out of this start grew the great 
field of industrial surgery. Gradually 
students of industrial medicine came to 
realize that periodic physical examination 
was of great advantage in finding ill- 
nesses and physical unfitness for service. 
The discovery and treatment of such con- 
ditions of great humanitarian and 
economic advantage to all concerned. So, 
medical as well as surgical responsibility 
has been assumed by industry. Acute ill- 
nesses and disabilities readily amenable 
to treatment were found to be compara- 
tively easy problems. Possibly the most 
complicated of medical problems that have 
confronted industry has been tuberculo- 
sis. Tuberculosis requires months of hos: 
pitalization and technical treatment, to- 
gether with many more months of con- 
valsescence before the patient can be re- 
habilitated for duty. Because it is a 
transmissible disease the isolation of the 
open case has added to the problem. But 
industry and the great institutions re- 
sponsible for the welfare of many have 
struck telling blows on this disease in 
spite of its being a complicated problem. 
Many organizations and _ corporations 
constructed and operated sanatoria for 
the treatment of tuberculosis. Others pro- 
Vided cash allowance for the patients 
While totally disabled from tuberculosis, 
that they might provide themselves with 
treatment and necessities during their in- 
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capacity. Others provided 
total and permanent disabil- 
ity compensation for far ad- 
vanced cases that medical 
opinion despaired of restoring. Others 
contracted with private sanatoria for the 
hospitalization of their cases. 

Let us review briefly these several 
plans. For an organization or corporation 
to construct a sanatorium and operate it 
means the entering of a new field of busi- 
ness. Unless the organization’s employees 
or members are limited to a fairly small 
locality the question of location of the 
sanatorium, to be owned and operated by 
the organization, is very difficult to decide, 
else it may be of advantage to some and 
a grave disadvantage to others. Not only 
does the institution have to be construct- 
ed but a staff must be organized and per- 
fected of physicians and nurses and 
others, professionaly trained, all of which 
is entirely foreign to the organization’s or 
the industry’s reason for existence. The 
cash allowance given outright to patients 
suffering from tuberculosis only too fre- 
quently is unwisely and poorly expended. 
It is used as compensation to replace wage 
earners’ salaries and the patients are not 
properly treated for their tuberculosis 
and will too frequently remain a contact 
with their wives and children and thereby 
endangering the contacts’ health as well 
as failing to improve their own. Total 
and permanent disability compensation 
for tuberculosis is a wise and humanita- 
rian procedure, but if responsibility for 
this malady is taken at all, it should be 
assumed before the case has been defeated 
by the disease, and at a time when isola- 
tion of the open case would be safest for 
the contacts. 

Time has proved that the utilization of 
private sanatorium beds is the most prac- 
tical. Intensive hospitalization of the ac- 
tive case brings better results and quicker 
than any home treatment plan and as a 
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consequence costs the organization less 
money for a completed case. 


The Federation of American Sanatoria 
is an organization comprised of the priv- 
ate sanatoria treating tuberculosis in the 
United States and the physicians special- 
izing in tuberculosis in the private prac- 
tice of their specialty. This union, a fe- 
deration in principle, is designed to have 
all the advantages of organization with 
all disadvantages eliminated. With our 
annual meeting, in which scientific papers 
are read and discussed on the hospital 
treatment of this disease, we tend to de- 
velop a system of treatment similar in all 
the institutions throughout the country. 
In addition to correlating the medical 
treatment of our cases, our efforts are 
bent toward the standardization of the 
service in the private sanatoria making 
up our organization. This standardiza- 
tion is comparable to that of the standard- 
ized general hospitals under the patron- 
age of the American College of Surgeons. 
The Federation of American Sanatoria is 
making an effort to go on the hospital 
market, if you please, and offer to in- 
dustry, corporations and organizations a 
standardized type of hospital service for 


the nation and in our own locality, an 
effort is being made.to study the indivi- 
dual patient as to his or her abilities and 
aptitude for the various occupations and 
activities that will be feasible for the sub- 
normal to earn a livelihood. Often times 
it is best far the individual to pursue a 
modification of his previous occupation 
since he is familiar with it, and for this 
reason it will require less effort on his 
part. 

Housing Committees: Such committees 
have co-operated with health officials in 
removing tenements and unsanitary fac- 
tories and work houses, replacing them 
with modern, sanitary buildings, well 
lighted, ventilated, and supplied with the 
means of waste removal. They have in 
this way done much to reduce the inci- 
dence of sickness and ill health. 

Pure food laws: The tuberculin testing 
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tuberculosis, available in any and every 
section of the United States, North or 
South, East or West, rural or urban, at 
sea level or on the mountain, on the geg. 
shore or in the desert. The private sana- 
toria and members of our federation are 
working towards the most practical of 
scientific treatment and the standardiza- 
tion of hospital procedure. And because we 
are a federation and not hampered and 
bound by centralized control, each sana- 
torium is a private and individual unit, 
capable of making and putting into oper- 
ation that type of contract or agreement 
most acceptable to the organization or 
corporation concerned and the individual 
institution. The general office of the Fed- 
eration will supply the interested organ- 
ization or corporation with a roster of our 
entire federation membership, a roster 
by states or any other geographical divi- 
sion, or any general information regari- 
ing the institutions our Federation re- 
presents. But our institutions are free 
to make any type of contract that they 
desire and are bound to no rules by the 
Federation other than the ethical rules 
and regulations of the practice of medi- 
cine. (See page 4 for open letter and list 
of sanatoria.) 


ADVANCES MADE IN THE CONTROL OF TUBERCULOSIS... . 


(Continued from page 16) 


and disposal of tuberculous cattle, the 
prohibiting of sick people, tuberculous and 
otherwise, from handling food or working 
in bakeries, have done much good. The 
further enforcement of these laws would 
be of advantage. Also there should be a 
medical examination and a ferreting out 
by tuberculin testing and x-ray examina- 
tions of the tuberculous among our gov- 
ernesses, teachers, nurse maids, as well as 
the students in our schools. In this work 
the general practitioner can be of great 
aid to the public and enhance his own 
standing in the community, besides accom- 
plishing much in lowering our already 
lowered mortality rate from tuberculosis. 


It would seem timely that all physicians , 


obtain the National Tuberculosis Associa 
tion little booklet, titled Diagnostie 
Standards on Tuberculosis, 10th edition, 
1935. It is well worth one’s time to read. 
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TREATMENT OF SYPHILIS COMPLICATING TUBERCULOSIS... 


adequately studied. That the problem is 
complex may be conceded, when we con- 
sider that for purposes of classification 
the courses both of syphilis and of tuber- 
culosis may be divided into several stages 
indicative of degrees of activity and ex- 
tent of pathologic advancement. In gen- 
eral, we divide the course of syphilis into 
early, latent, and late, and that of tubercu- 
losis into minimal, moderately advanced, 
and far advanced. If my arithmetic is 
not at fault this means that there are 
nine different general combinations, each 
subject to change with time or treatment 
or both. Thus, we may have early syphilis 
and moderately advanced tuberculosis or 
latent syphilis and minimal tuberculosis. 
It must be obvious that the proper treat- 
ment of syphilis complicating tuberculosis 
will depend upon the respective stages of 
the two diseases. 

There is an appropriate treatment for 
early syphilis but it is not identical with 
that for patent syphilis and even less 
does it resemble the various regimes for 
late syphilis. If the syphilitic patient also 
has tuberculosis, the theurapeutic prob- 
lem becomes not simpler but far more 
complicated, and as Orszagh points out, 
the patient is very likely indeed to die of 
his tuberculosis before he has a chance 
to die of his syphilis, unless the treatment 
is appropriate. 

As previously indicated, it is not only 
with regard to treatment that thorough 
and careful studies remain still to be 
made. Answers are needed also to other 
questions, for example: “What part, if 
any, does syphilis play in the etiology of 
tuberculosis?” “Does concomitant syphilis 
render the prognosis of tuberculosis more 
grave?” 

The answers to these and other ques- 
tions of importance can only be given on 
the basis of laboratory research and stud- 
ies of large groups of patients in all 
stages of syphilis and tuberculosis. An 
important beginning has been made at 
the Henry Phipps Institute in the studies 
by Aronson of syphilis complicating tuber- 
culosis ir: experimental animals. Aronson 
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. (Continued from page 10) 


stated (8) as a part of his tentative con- 
clusions that, “The experiments recorded 
indicate that the injection of tubercle ba- 
cilli of bovine type into the skin of rabbits 
previously infected with syphilis resulted 
in a more severe inflammatory reac- 
tion and the earlier appearance of a gross 
tubercle, which in general extended more 
rapidly and was more progressive in char- 
acter than similar lesions in non-syphilitic 
rabbits. The more intense inflammatory 
reaction noted in the syphilitic rabbits 
within two or three hours following the 
injection of tubercle bacilli suggests a non- 
specific irritability of the tissue due to 
the syphilitic infection.” More studies of 
this type are needed, studies that tend to 
show how these two widely prevalent dis- 
eases affect each other. 

It is possible that analyses of case rec- 
ords and postmortem findings would 
supply some of the desired information, 
but it may well be that only by experi- 
mental, comparative methods with ade- 
quate controls can we arrive at definite 
answers as to what should be the treat- 
ment of syphilis complicating tubercu- 
losis. 

The better tuberculosis sanatoria would 
appear to offer the most favorable op- 
portunities for such studies for in them 
the patients are under control for con- 
siderable periods of time, adequate thera- 
peutic procedures can be carried out under 
accurate observation, and laboratory fa- 
cilities are in general available. Is it too 
much to hope that soon a group of scien- 
tific men thoroughly familiar with tuber- 
culosis and with syphilis will take up these 
problems and study them patiently and 
exhaustively? Until this is done, until 
more facts are available, the present 
chaotic condition of conflicting opinions 
will continue. 
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Pine Crest Manor Southem Pines, N. C. 








Descriptive 


A private sanatorium for the TUBERCULOUS, 
located on a private estate of ninety acres, one mile 
from Southern Pines, six miles from Pinehurst. Alti- 
tude 600 feet. 
twenty-two cottages. Treatment consists of the usual 
sanatorium routine with special cmphasis on REST. 
Artificial pneumothorax and other surgical prece- 
dures employed when indicated. 

booklet on request. 


Central Administration Building and 


For reservations, rates or other 
information, address 


JAMIE W. DICKIE, Physician in Charge 


Southern Pines, N. C. 














ASHEVILLE 


North Carolina 
‘vt. Land of the Shy” 


ELMHURST SANATORIUM 


In the “Land of the Sky” 
ASHEVILLE, NORTH CAROLINA 
Small private sanatorium where individual care is 
given. Graduate nurses in constant attendance. 
Rates $10.00 per week and up 
Mrs. M. L. Howell, Mgr. 











sivaredagied COTTAGE SANITARIUM 


Overlooking city and mountains. Liberal diets, menu 


yster All types of ymmodations tates: $12.5¢ 
to $15.00 per week, subishes of medical cars 
Write for illustrated booklet” 


ASHEVILLE NORTH CAROLINA 


AMBLER HEIGHTS SANITARIUM 


A modern sanitarium fully equipped for the 
treatment of pulmonary tuberculosis 


Descriptive literature upon request 
Edwina M. Richardson, R. N., Supt. 
ASHEVILLE NORTH CAROLINA 








ZEPHYR HILL SANATORIUM 


itment of tuberculosis 
liseases of the chest. 
Medical Staff: 
C.H.Cocke,M.D. S.L.Crow,M.D. J.W. Huston, M.D. 
Mrs. W. I. Abernethy, Superintendent 
ASHEVILLE NORTH CAROLINA 


and chronic 


C Tasen|) S san: 
St. Joseph Sanatorium 
(Conducted by the Sisters of Mercy) 
Fireproof, steam heat. All rooms have private sleeping 
porches with private or connecting baths. 

nurses in attendance. 


NORTH CAROLINA 


Graduate 


ASHEVILLE 








HILLCROFT SANATORIUM 


Biltmore Station, Asheville, N. C. 


For the Treatment of all forms of Tuberculosis 


Annie L. Rutherford, R. N., Superintendent 





SUNSET HEIGHTS SANATORIUM 


All rooms with porches, many with private or connect- 
ing baths wonderful view of city and mountains 
Open to all physicians of Asheville. 

Miss Minnie Gibbs, R. N., Superintendent 


ASHEVILLE NORTH CAROLINA 























Reasonable Rates 








VIOLET HILL SANATORIUM 


Owned and operated by Mrs. Florence Barth 


E room has a sleeping porch with southern exposure. 
ASHEV!LLE 4 are: 


Free automobile transportation to Town 
NORTH CAROLINA 
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CASE REPORTS* 





ADENOCARCINOMA 

Mr. W. B. T., occupation, plasterer ; age 
34; tuberculosis and cancer. 

This patient was admitted to sana- 
torium giving a history of having been 
under medical treatment for two years, 
his cough, fever and expectorating were 
increasing. Father of six children, the 
youngest, a baby in arms and ranging in 
stair step order. Only a casual observa- 
tion revealed the necessity of returning 
this man to earing capacity as soon as 
possible. 

While considering the advisability of 
givfng pneumothorax, he had a severe 
hemorrhage, four weeks after admission. 
Pneumothorax was given on the right 
side and was so successful that in ten 
weeks he left the santorium and resumed 
his occupation. 

Interesting features 
are as follows: 

After 2 or 3 years his lung was allowed 
to re-expand, observing re-expansion 
under the flouroscope. At the end of 6 
or 7 months patient complained of not feel- 
ing so well and raised blood and insisted 
upon having pneumothorax again. Over a 
period of 7 years pneumothorax was ad- 
ministered, at intervals. About the 5th or 
6th year he was in an automobile accident 
and had a severe abrasion over his back 
and shoulder, the wound was cared for 
with antiseptics. One month later he re- 
turned stating that the abrasion would not 
heal. Upon examination it was found that 
a large flat brownish black mole had been 
partly torn away, X-ray therapy was in- 
stituted and the wound healed. A skin 
specialist decided that the skin lesion was 
probably a seborrheic keratosis. Eighteen 
months later when mole and accident in- 
cident was forgotten, while administering 
pneumothorax he called attention to the 
fact that he had a lump in the right axilla. 
He had some turbid pleural effusion at 
times during the period of pneumothorax 
administration. 


about this case 


34 


Several months later he presented him. 
self complaining of cerebral symptoms and 
was very nervous, had attacks of severe 
headache, nausea, vomiting and dizziness 
Tuberculous meningitis was suspected and 
a spinal puncture was done. Spinal fluid 
was found to be bloody and under pres. 
sure. IO C.C.’s was withdrawn with some ff 
relief of the headache, nausea and tenden. § 
cy toward stupor. Relief was only tran. 
sient however, and within a few days 
death ensued. 


Comment: 


In case of known tuberculous infection, 
it is natural to ascribe all symptoms to the 
known infection of tuberculosis, and to be 
somewhat negligent in the consideration of 
other intercurrent diseases that may de 
velop. - 


Report of Postmortem Examination: | 


By Dr. W. W. Waite, El Paso, Texas. 

The body is that of a slender white man, 
poorly nourished. There was a nodule in 
the right axilla about the size of an egg. 
On section it was fairly firm and was a 
definite new growth. 

On opening the abdomen, there was 
nothing of special significance. 

On opening the chest, the right lung was § 
quite well collapsed except for a few sup § 
ports by old adhesions. Left lung was in & 
fairly good condition. Heart showed no 
gross lesions. 

On opening the brain, there was col 
siderable hemorrhage in various places it f 
the brain substance or hemorrhagic areas 
and these were of various sizes and whet, 
sectioned, small white nodules seemed to 
be present somewhat in the walls of the 
hemorrhagic areas. 

Microscopic examination of some # 
these areas showed a distinct new growt 
like the one in the axilla. The new growtt ; 
is epithelial in type with a tendency to & 
glandular in arrangement, but this is not 
very marked. The general impression 
that it must have been an adenocarcinomé 
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A modern and thoroughly-equipped institution Medical equipment is complete, with everything 
for the treatment of all forms of tuberculosis. used in the present day methods of diagnosis and 
Beautiful accommodations for patients, including treatment. 
private suites with glass-enclosed sun _ parlors. A home-like atmosphere is obtained at all times. 


— 


Chest Clinic and Out-Patient Department, 1018 Mills Building 


| HENDRICKS-LAWS SANATORIUM 
EL PASO, TEXAS 
CuHas. M. HENDRICKS AND Jas. W. Laws, Medical Directors 
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“Driest City In The Desert Sunshine Comte” 


say U. S. WEATHER BUREAU records 
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I O OTHER CITY in the United States combines as much sun- CLIMATOLOGICAL DATA (compites trom U. $. Weother Bureau Report) 
shine h 3 ' : . : 
with as little humidity as Tucson. Here your patients may TEMPERATURE jon. | Feb. | mor.| Apr.| may! june | july | Aug.[Sepr.| Oct. | Nov.| Dec 
esca ow, colc ; ; Ni in monthly— 40 yeor 
pe snow, cold, strong wind, fog, dew and injurious heat. W inter wean mantniy— <0 veer V9 >] 59 9157.5 |54.3]71.4177.4 182.7] 6971792 |[68.1|57 5 149.0 
months are delightfully sunny and Tucson is one of America’s RAINFALL = 
most comfortable inland cities, even in early summer. (tn inches 40-year overage)| 8 | 96 | 61] 32] 14] 23 | 24/246] 10] 6 | 76 /1.09 N's? 
Attracted by this ideal year-round climate, many fine sanatoria ~~ onan ae a ee 
and hospitals have been concentrated here. Important Tucson ad- ® m [35.3] 27.7|22.4|22.6] 15.917 7 136.7] 35.7|29.0 [26 5] 41.1 |48.1 | 29.9 
vantages include a wide choice of living accommodations— good 












shops, theatres, hotels— highest ranking schools and the Class-A Uni- 


versity of Arizona. Western friendliness and a true understand- 
ing of the 





suient’s needs are encountered everywhere. 


You are invited to write or wire your special questions about 


litres an light of a patient's specific needs. 
Wnter rates and stopovers available on Rock Island 
and Southern Pacific Lines 


Tucson's fa 
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THE EARLY DIAGNOSIS OF PULMONARY 


siderable significance in some cases as an 
indication of the patient’s general condi- 
tion. Of course, the hoarseness may indi- 
cate the early complication of laryngeal 
involvement, often with a history of fre- 
quent “‘colds’’. 

All the symptoms mentioned should be 
brought out as fully as possible in the frist 
interview. They should be inquired into 
definitely if not given voluntarily. It is 
generally agreed that a thorough history, 
elicited by one who is alert to it’s signifi- 
cant features is of greater value than any 
other procedure in the examination of the 
early case. In addition to the points al- 
ready mentioned, exposure to an advanced 
case, especially in early childhood, is ex- 
tremely important. The previous occur- 
ance of measles, whooping-cough, influ- 
enza, pneumonia and pleurisy are suggest- 
ive, highly so, if followed by p-olra ted 
More than one attack of 
pleurisy should justify suspicion. 


convalescence. 


The laboratory findings at this stage 
are largely negative, except for some ane- 
mia. The blood-pressure is usually low. 
The stethoscope may reveal nothing or 
there may be prolongation of the ex- 
piratory sound, with a suggestion of fine 
rales, or “stickiness”, especially in the 
apex. Subsequent examination may bring 
out actual rales, on inspiration, after 
cough, which, if localized and persistent 
are practically pathognomonic. Other 
methods of examination than auscultation 
are of little use here. The X-ray, however, 
is of such invaluable assistance, that it 
should néver be omitted and with the his- 
tory, may be all that is necessary to make 
the diagnosis. So the general practitioner 
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TUBERCULOSIS .... 
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(Continued from page 14) 


need not be an expert in physical examina. 
tion but should be able to detect early 
cases by the use of his usual good judge. 
ment and dependable X-ray films. 

The tuberculin test should be limited to 
young children and performed only by 
those who have had abundant experience 
in it’s technique and interpretation. Much 
needless anxiety has resulted from lack 
of skill in these respects. 

As to differential diagnosis, while there 
are lists of considerable length in most 
text-books, setting forth various pulmo. 
nary and non-pulmonary diseases, which 
might be mistaken for tuberculosis, the 
actual experiences of this clinic, over a 
period of many years, is that the chief 
conditions which are referred to us for 
such consideration are focal infections 
from teeth or sinuses, intestinal parasites 
(particularly hook-worm, syphilis and 
thyrotoxicosis. 

As a tribute to the late Thomas McCree, 
who for so many years carried on the 
work of Osler, may I quote in conclusion, 
the final paragraph of the chapter on tu- 
berculosis in their famous text-book: 

“A last word on the subject of tuber- 
culosis to the general practitioner. The 
leadership of the battle against this 
scourge is in your hands. Much has been 
done, much remains to do. By early diag- 
nosis and prompt systematic treatment of 
individual cases, by striving in every p0s 
sible way to improve the social condition 
of the poor, by joining actively in the work 
of the local and national anti-tuberculosis 
societies, you can help in the most impor- 
tant campaign ever undertaken by the pro 
fession.” 








NO RUMBEGA SANATORIUM 


A modern 18 bed sanatorium with a double suite of rooms for each pa- 
tient; beautifully situated in the foothills of the Sierra Madre mountains. 


FRANK PorTER MILLER, M. D., Medical Director | 
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| T he Pottenger Sanatorium and Clinic 


For the diagnosis and treatment of diseases of the lungs and pleura; 
asthma and other allergic diseases; asthenics and others who require 












Write for particulars rest and supervised medical care...An ideal all-year location. The | 
THE POTTENGER grounds surrounding the Sanatorium are beautifully parked and add 
much to the contentment and happiness of patients. 
SANATORIUM 
AND CLINIC Close medical supervision. Rates reasonable. 
F. M. Porrsnoms, M. D., Medical Director 
MONROVIA, CALIFORNIA J. E. Porranoms, M. D hese Assistant Medtoal Director and Chief of Laboratory 


Lgror T. PeTsrssn, M. D t Physician and Roentgenologist 
Assistant Physician 








Y &. M. Porrsnacsr, Jz., 

















BARFIELD SANATORIUM 


In the “Delightful Sunshine of Tucson, Arizona 


EXCELLENT ACCOMMODATIONS 


KARL BARFIELD SAMUEL H. Watson, M. D. 
Medical Director 


Managing Owner 

















Southwestern ALBUQUERQUE, 
e ° NEW MEXICO 
Presbyterian Sanatorium 


A well-equipped Sanatorium in the Heart of the 
ry Well Country. Rates $60.00 and $65.00 a Month. 
Rooms with Bath at Higher Rates. Write for Booklet. 


























LA UREL BEACH SANATORIUM 


(On the Salt Water Beach) WASHINGTON 
Pe private sanatorium fully equipped for the modern treatment of Chest Diseases . . . X-Ray, Fluoroscope, 
Pneumothorax, Phrenectomy and Thoracoplasty ... Special diets when required; private and semi-private 
rooms. Rates: From $25.00 per week and up, including medical care. 
FREDERICK SLYviELp, M. D. JoHN E. Ngison, M. D. RarMonD E. TENNANT, M. D. 











LUTHERAN SANATORIUM 


WHEATRIDGE, COLORADO—NEAR DENVER 
A Church Home Fully Equipped for the Modern Diagnosis and 
Treatment of Tuberculosis 


Rev. H. H. Feliertag Superintendent 
L. W. Frank, M. D Medical Director 
Bi, BR. TOIT, Tih. Tiiccenscsnscsnnncsnncensensscquaiencsssvesescssssscesssscseeee Resident Physician 
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TUBERCULOSIS AMONG THE SOUTHERN NEGROES .... 


pared to care for these cases indefinitely 
as it seems necessary to do. Here is a 


problem that can be handled to a measure - 


by the public health units. The Negro, 
dismissed from an institution, should at 
once be registered with some such unit and 
should receive constant supervision for a 
number of years. He should be taught the 
importance of periodic examinations. He 
should have plenty to eat and a good place 
to sleep. He should be taught to personally 
conduct himself so that he will not be a 
menace to his associates. If work can be 
found for him, it should be investigated 
before he accepts the position. He should 
not be allowed to come in contact with 
those to whom he might transmit the dis- 


TUBERCULOSIS IN CHILDHOOD .... 


control of tuberculosis 
application 


advance in the 
through of preventive vac- 
cination. 

Till the health authorities of our coun- 
try reach a more nearly unanimous ac- 
ceptance we will find the procedure only 
sporadically applied. This cautious atti- 
tude seems at present entirely justified. 

When preventive measures are avail- 
able and specific aids to treatment dis- 


DISEASES OF THE CHEST 1936 


(Continued from page 18) 


ease. He should have been taught how ty 
handle his sputum and how to prote¢ 
others while at the sanatorium. He shoul 
ever be reminded of this and not allowed 
to slip back into his old careless way of 
living. 

This may seem a Utopian Ideal, but un. 
til some headway is made along these lines 
we need not expect to do so very much 
towards eradicating the disease from our 
midst. 

In conclusion, I would like to repeat and 
stress the following points: early diagno- 
sis; early and vigorous treatment in an 
institution ; prolonged after-care of the pa- 
tient. 


(Continued from page 12) 


covered, the terrible offender tuberculo- 
sis will be brought under control. Till 
such a time the periods of infancy and 
childhood will provide an opportunity for 
the inroads of this most treacherous in- 
fection and many lives will be taken. 

The progress of the past few decades 
should serve to encourage us all. The fight 
against tuberculosis must be waged ur 
ceasingly in order to protect the legions 
of oncoming children. 








FOR ONLY $17.50 PER WEEK TUBERCULOUS PATIENTS CAN ENJOY 


... A private suite with screened porch, sitting room and dressing 
aleove. Hot and cold running water. (With private bath $20.00 to 
$22.50 per week.) 

. Sunshine 80% of the year in New Mexico’s famous “HEALTH 
ZONE.” Holy Cross Sanatorium is situated at an altitude of 
1,330 feet. 

: . Complete medical and general care in a cheerful, friendly 
atmosphere. 


For further information write 
DOCTOR M. A. CUNNINGHAM or 
SISTERS OF THE HOLY CROSS 

Holy Cross Sanatorium P. O. 
* New Mexico 


’ 





——————— 





PORTLAND OPEN AIR SANATORIUM. 
MILWAUKIE, OREGON 


A thoroughly equipped institution for the modern medical and surgical 
treatment of tuberculosis. An especially constructed unit for thoracic surgery. 
The most recent advances in pneumolysis applied to those cases demanding 
this branch of intrathoracic surgery. 


MODERATE RATES 
Descriptive Booklet on Request 


| Ralph C. Matson, M.D., and Marr Bisaillon, M.D. 
| 1004 Stevens Building _Portland, Oregon gd 














Medical Directors: 
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PALMER SANATORIUM  *“ninos” 


A Private Sanatorium of the Highest Class. Very moderate inclusive rates with no extra charges. Fully 
approved by the American College of Surgeons. Unusual refinements of service. New and modern build- 
ings and equipment. 

A CONVALESCENT SECTION for non-tuberculous convalescents. 

Circulars on request: Dr. GEORGE THOMAS PALMER, Medical Director. 




















SOUTHERN SIERRAS SANATORIUM 


BANNING, CALIFORNIA 


Location, near but not directly on the desert (altitude 
2,400) combines best elements of desert and moun- 
tain climates . . . A sustained reputation for satisfac- 
tion, both among physicians and patients . . . Send 
your next patient here, and you may be assured of his 
receiving maximum benefit, and of his full gratitude. 


C. E. ATKINSON, M. D Medical Director 

















ROCKY GLEN SANATORIUM 


McCONNELSVILLE, OHIO 


For the Medical and Surgical 
Treatment of Tuberculosis 
DR. LOUIS MARK, Medical Director 


677 N. High St., Columbus, O. 


H. A. PHILLIPS DR. D. G. RALSTON 
Superintendent Resident Med. Director 


DR. A. A. TOMBAUGH 
Resident Physician 


Graduate Nurses 


Where the science ef treatment is first Beautiful Surroundings Reasonable Rates 











THIRTY-FIVE YEARS OF UNRIVALED SERVICE FOR THE SICK HAVE MADE 


St. Joseph Sanatorium and Hospital 
ALBUQUERQUE, NEW MEXICO 
The Most Beloved and Famous Institution of the Southwest 
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MARYKNOLL SANATORIUM 


MONROVIA (Maryknoll Sisters) CALIFORNIA 
A sanatorium for the treatment of tuberculosis and other diseases of the lungs. Located in the 
foothills of the Sierra Madre Mountains. Southern exposure. Accommodations are private, mod- 
ern and comfortable. General care of patient is conducive to mental and physical well being. 
SISTER Mary Epwarp, Superintendent E. W. Hayes, M. D., Medical Director 
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METHODIST SANATORIU M 


A moder: sanatorium for the Tuberculous — Four large modern well-equipped buildings and fifty cot- 
tages surrounded by beautiful lawns and trees — Open to all physicians — Rates $50.00 to $75.00 per 





|_month — medical care extra. ‘ MRS. MINNIE G. GORRELL, Superintendent | 
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ABSTRACTS 


Diagnosis of Activity of Internal Tuberculosis in 
Children by Blood Examinations. Nederlandsch 
‘I ijdschrift Amsterdam. 71: 
1277-1360 


Geneeskunde, 


Gugelot tested the sedimentation speed 
of the erythrocytes and the shifting of the 
nuclei of the neutrophil leukocytes in 206 
children with clinically demonstrable in- 
ternal tuberculosis. In only two cases did 
the results of the blood examination fail 
to agree with the clinical diagnosis. The 
combination of increased sedimentation 
speed and nuclear shifting has the most 
significance for activity of the tuberculous 
process. It was never found in inactive 
cases, but was present in eighty of ninety- 
five clinically active cases. In tuberculin- 
positive patients nuclear shifting was more 
frequent than pathologic sedimentation. 
He thinks it probable that the former is 
dependent on the tuberculous infection, 
and that its presence shows that the in- 
fection is not yet extinguished, whereas 
the increase in sedimentation speed oc- 
curs only when the breaking down of the 
cells has passed a certain limit. If this 
were true, increase in sedimentation speed 
would not, as a rule, occur without nuclear 
shifting; this he found to be in fact the 
With retrogression of the clinical 
signs of activity, sometimes the nuclear 
shifting, sometimes the sedimentation 
time first to return to normal. 
The tuberculin-negative patients present- 
ed, for the most, normal values; as regards 
sedimentation speed, the same was true of 
the tuberculin-positive, but clinically inac- 
tive cases, but increased nuclear shifting 
was present in 23.5 per cent of these cases, 
as against 12.5 per cent in the tuberculin- 
negative group. In a child who reacts to 
tuberculin and who presents pulmonary 
changes pointing to tuberculosis, normal 


case. 


was the 
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values in the blood speak strongly againg 
an active process, even though the te 
perature is somewhat variable; a disting 
nuclear shifting without increased sed 
mentation speed confirms the tuberculoy 
infection or speaks for lability of the pre 
ess; abnormal values, even with appro 
imately normal temperatures, are a tole 
ably certain indication that the tubere 
lous process is active. 

Effect of Pasteurization on Tuberculous Mi 

Lancet, London. 1: 215-268. 

Experiments have been carried out & 
White with naturally infected milk fre 
cows with tuberculous udders, with 
contaminated with cultures of tubercle ba 
cilli, and with milk to which ground-g 
caseous tuberculous glands have been ad 
ed. The method employed was to raise th 
temperature of the milk to 62.5 C. and t 
keep it at this temperature for thirty mit 
utes. The results obtained by inoculatiz 
such pasteurized milk into guinea-pigg 
have shown clearly that pasteurizatiot} 
carried out under these conditions ensures} 
a non-infective milk so far as B. tuberct 
losis is concerned. 





FOR THE NEW YEAR 
Send a Year’s Subscription of 
DISEASES OF THE CHEST 


to your physician friend 
/ 


ONLY $2.00 


See inside back cover for special offer 











TUJUNGA, 
McPhee Rest Home 





J. H. BURGAN, M.D., Medical Director 


CALIFORNIA 


Thirty-five minute drive from Los Angeles—Altitude 2000 feet 
Tujunga Valley Sanatorium 
[Excellent all year round climate of Mountain and Desert air 

Special Diet and Therapy for the Tuberculous Patient’s needs 


Mountain View Rest Home 


Rates $15.00 Per Week Up 
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